Solitary fibrous tumors (SFTs) are rare spindle cell neoplasms that are mostly found arising from the pleura. Although SFTs recently have been reported in other regions, they are rare in the head and neck and have often been misdiagnosed due to their rarity. SFTs are benign in most cases. Clinically, SFTs usually manifest as wellcircumscribed, slow-growing, smooth and painless masses. Symptoms are often minimal, although they may include sore throat, difficulty in swallowing, change of voice or trismus. CT-Scan and MRI are the most sensitive imaging procedures used. The treatment of choice is complete surgical excision of the lesion. Because recurrences have been noted up to 30 years after surgery, long-term follow up is mandatory. In this article, we present a case of a Solitary Fibrous Tumor arising in the parapharyngeal space in a 20-year-old man, involving the carotid sheath, treated by surgical excision with no recurrence after 1 year. The clinical presentation, surgical management and pathological findings are described.
Introduction
SFTs are rare spindle cell neoplasms that are mostly found arising from the pleura. First described by Klemperer and Rabin in 1931 (1) (2) (3) . Extraserosal SFTs in the head and neck are rare and even more in the parapharyngeal space (1, 2) . SFTs are benign in most cases, but 10 to 15 % of extrapleural tumors show malignant behavior (2) . SFTs usually present as slow-growing and painless masses (2, 3) . Symptoms are often minimal although may be present such as sore throat, difficulty in swallowing, change of voice or trismus (2) . Diagnosis is based on radiological findings. CT-scan and MRI are the most frequently procedures used (1) . The differential diagnosis includes peripheral nerve tumors, hemangioperycitomas, salivary gland tumors, lymphomas, lipomas or paragangliomas (2) . Surgical excision is the treatment of choice. As recurrences have been reported, even 30 years after surgery, a long-term follow up is recommended (2) .
Case Report
A 20-year-old man visited our Department referred from another Surgery Department with a biopsy-proven a solitary fibrous tumor in the neck. Physical examination revealed a large and asymptomatic cervical mass in the left upper neck. Computed tomography (CT) showed a heterogeneously enhanced large mass in the parapharyngeal space extending from submandibular gland to the thyroid cartilage, involving carotid artery and displacing laterally the internal jugular vein measuring 50 x 30 mm. Magnetic resonance imaging (MRI) showed this lesion to be clearly circumscribed with a lobulated contour (Fig. 1) . There was no invasion of the surroun- ding soft tissues. An angio -MRI scan was performed in order to check the permeability of the vascular cervical and cerebral axis. It showed no obstruction of the carotid artery nor the internal jugular vein as well as a permeable Willis polygone. A transcervical approach was used for the resection under loupe magnification. The spinal accessory nerve and carotid artery were conserved in spite of being involved in the tumor (Fig. 2) . Macroscopic examination showed the tumor to be lobulated with a smooth surface measuring 50 x 35 x 20 mm. Histopathological examination demonstrated prominent vascularity with "hemangiopericytomatous pattern." The tumor was mainly composed of spindle cells with varying amounts of collagen known as "patternless pattern" (Fig. 3) . Immunohistochemically, the tumor tissues were strongly positive for CD34, CD99, bcl-2 and vimentin but negative for S-100 protein. The Ki-67 proliferative index was low. On the basis of these findings, the tumor was diagnosed as solitary fibrous tumor. In the postoperative course a recurrent laryngeal nerve paralysis was observed but successfully disappeared within 3 months. The patient has been followed up for 12 months with no evidence of recurrent disease.
Discussion
Solitary fibrous tumors (SFTs) were first described by Klemperer and Rabin in 1931. SFTs are rare spindle cell neoplasms that are mostly found arising from the pleura. Extraserosal SFTs have been increasingly reported in recent years, although in the head and neck are rare (1-4) . The most common sites reported in the head and neck are the oral cavity, sinonasal tract and the orbit. Only less than five previous cases have been reported in the parapharyngeal space (5,6). The tumors mainly occur in middle-aged or elderly patients between the fourth and eighth or third to sixth decades of life depending on the authors, without clear gender predominance. They seem to be originated from cells of fibroblastic or myofibroblastic lineage (2, 5) . SFTs are benign in most cases, but 10 to 15 % of extrapleural tumors show malignant behavior in the form of recurrent or metastatic disease in the lungs, liver and bone (2) . Clinically, SFTs usually present as well-circumscribed, slow-growing, smooth and painless masses with a consistency that ranges from soft to dense. The slow progression of symptoms allowed these masses to grow to massive size upon presentation reaching a large size of more than 10 cm, sometimes resulting in compression syndromes (2, 5) . Symptoms are often minimal although may be present such as sore throat, difficulty in swallowing, change of voice or trismus (2) . Most cases are diagnosed through an incidental radio-logic finding or as a result of symptoms related to a mass effect (2) . CT-Scan and MRI are the most sensitive imaging procedures used (7) (8) (9) . The heterogeneous aspect on MRI correlates to the presence of dense fibrous tissue within the tumor, that are less likely to enhance postcontrast, alternating with vascularity areas that strongly enhances with it. These findings are consistent with previous experiences reported in the literature (8) . Microscopic features ranges from those of predominantly fibrous lesions composed of round-to-spindle cells in a collagenous background to those of more cellular and less fibrous neoplasms (2,10,11) . The well-circumscribed microscopic fashion justifies the abscense of radiological surrounding soft tissue infiltration, accordingly with authors like Jeong et al. (12) . Inmunohistochemically, the tumours express CD34 and CD99. Bcl-2, EMA, SMA, vimentin and factor XIIIa may occasionally be expressed. They are usually negative for desmin, cytokeratin, muscle, vascular and neural markers such as S-100 protein and HMB-45 (1,10). The differential diagnosis includes peripheral nerve sheath tumors, angioleiomyomas, solitary miofibromas, hemangioperycitomas, salivary gland tumors, lymphomas, lipomas or paragangliomas (2) . The treatment of choice is complete surgical excision of the lesion (1,2). Because these tumors display strong vascularization, the possibility of profuse bleeding during resection must be considered (2) . Resectability is the most important indicator of clinical outcome (13) . So, if the initial excision is microscopically benign, no further treatment is recommended (6) . Nevertheless, as a result of the tumor´s rarity and the limited experience with SFTs, the effectiveness of adjuvant treatment options in malignant cases or positive surgical margins after resection cannot yet be defined (1,2) although Ganly et al. (8) stated that patients with positive surgical margins or whose tumors have a malignant component benefit from adjuvant postoperative radiation therapy. Although SFTs are reportedly nonmalignant, it is estimated that up to 10 % of extrapleural SFTs were associated with local recurrence or histologic malignancy (1, 5) . Because recurrences have been noted up to 30 years after surgery, long-term follow up is mandatory for all patients, even in microscopically benign tumors (2) .
